Introduction
What are the characteristics of home health clients and the services they receive in today's complex milieu? What effect do nursing services have on those clients? In this article we report the findings of a recent Visiting Nurse Association of Omaha research project that used three classification schemata for examining client-nurse interactions. The schemata are referred to as the Omaha System.
A variety of client characteristics and trends are evident in the health care literature. One of the most extensive documents about current and anticipated health-related problems of the US population is Healthy People 2000.1 That publication, however, emphasizes medical diagnoses; it addresses home health issues, the effect of nurses, and nursing-focused client concems in a relatively limited manner. Research conducted in community health settings contributes to the understanding of home health clients. Three nationally reported home-care client studies documented the increasing severity of illness and decreasing reimbursement sources. However, the studies emphasized medical diagnoses rather than nursing services. [2] [3] [4] Nurses, the primary providers of home health services, have designed few studies involving home health clients and nursing practice. Rarely terventions occurring in diverse home health agencies. Elsewhere we descnrbe research findings in addition to the client demographics and service characteristics noted in this article; the conceptual framework and structure of the Omaha System; previous research; and the system's applicability, reliability, validity, and efficiency. The Omaha System has been described as a comprehensive schema of nursing diagnoses, client outcomes, and nursing interventions.2527, 28 The three schemata were developed during a series of research studies conducted between 1975 and 1986. The Omaha System provides a framework for merging a practice and documentation system and offers a method of organizing client and provider data and integrating them into a manual or automated management information system.
Omaha System Schemata
The first component of the system is referred to as the Problem Classification Scheme; it is a client-focused taxonomy of nursing diagnoses. 
Sample
Four home care agencies were purposively selected for diversity in relation to their history of using the Omaha System, size, organization, length of operation, and geographic location. Client records were included in the sample if the clients were admitted and dismissed during each agency's 18-month data collection period, had at least one physiological problem, and received at least two home visits from a nurse.
Home health nurses who visited clients and documented services in client records participated in the study if they had been employed at the agency for at least 3 months, used the Omaha System to document client services, and participated in the initial 4- (n = 43) were Hispanic, and 0.3% (n = 8) were Asian, and another 0.3% (n = 7) were Native American.
The clients' living accommodations, caregiving arrangements, dependency characteristics, and dismissal status were noted. Approximately 40% of the clients lived alone (n = 883), were independent in relation to functional status (n = 973), and were dismissed to self-care (n = 930). However, it should be noted that over 50% of the clients were partially dependent (n = 1207) and the remaining 10% were dependent (n = 223). Client dependencywas also evidenced by the fact that 59% (n = 1425) of the clients required a spouse or adult child to serve as the primary caregiver and 30% (n = 731) of the clients were dismissed to family or friends.
Reimbursement of services is a critical issue for all home health agencies. Funding sources directly influence the length and amount of service provided to clients. In this study, Medicare was the primary source of reimbursement for 73% (n = 1755) of the clients. The length of service ranged from 1 to 375 days; the mean was 34.74 days.
The primary medical diagnoses ofclients were categorized according to ICD-9-CM diagnostic groups. 30 The diagnostic groups that occurred more than 50 times are shown in Table 1 ; they account for 91.3% of the sample's diagnostic groups. The frequent occurrence of circulatory system disorders and neoplasms, accounting for 40% of the diagnoses, is consistent with national mortality trends. Within the ICD-9-CM diagnostic groups, the three specific medical diagnoses that occurred most frequently were diabetes mellitus, congestive heart failure, and cerebrovascular disease. The number of visits made to clients by each of six types of caregivers varied markedly during the clients' length of service (see Table 2 ). The length of service (range = 1-375 days; mean = 34.74 days) was mentioned above in relation to reimbursement. Nurses conducted 70% of all home visits. Because nurses were the focus of this study, it should be noted that sample selection criteria required a minimum of two nursing visits. Therefore, clients from each agency who received only one nursing visit or only visits from other types of caregivers were not included in the study; a relatively small number of clients were excluded from the research for these reasons. It should also be noted that the sampling plan used in this research reflects the purpose of the study and the number ofnurses in the community health practice setting; the plan was not intended to diminish the importance of interdisciplinary contnbutions to client care.
Omaha System
Based on the sample of 2403 clients and the Problem Classification Scheme, home health nurses identified a total of 9107 client problems or nursing diagnoses. The mean number of problems per client was 3.79; the median was 3 and the mode was 2. Identified problems ranged from 1 to 15 per client. The frequency of problems from the Physiological, Health Related Behaviors, Psychosocial, and Environmental domains for the entire sample and for each agency is depicted in Table 3 . For the total sample, problems in the Physiological domain accounted for 71% of all problems. Problems in the Health Related Behaviors domain accounted for 23% of the problems, whereas Psychosocial and Environmental problems accounted for approximately 5% and 1%, respectively. Although inclusion in the sample required that each client have at least one problem in the Physiological domain, the preponderance of physiological problems is typical of home health clients and their reasons for referral. The frequency of occurrence for the total sample and that for each agency were highly similar.
The second component ofthe Omaha System is the Problem Rating Scale for Outcomes. Table 4 shows the clients' Knowledge, Behavior, and Status ratings at admission and dismissal for the entire sample and for each agency. It also depicts the average amount of change that occurred during the period ofhome health nursing service. Clients' Knowledge, Behavior, and Status ratings increased by at least 0.52 point overall. In addition, Table  4 shows the paired t-test scores and probability values for the test. The increase in each rating was greater than zero. The magnitude of the t-test values demonstrates the overwhelming consistency of clients' improvement in problem-specific knowledge, behavior, and status as they received service from home health nurses and otherprofessionals. It should be noted that every client did not improve, especially on all three subscales. For example, some clients were admitted to an agency's hospice program andwere expected to die relatively soon. Their status ratings associated with the primary medical diagnoses were expected to deteriorate.
The third component of the Omaha System is the Intervention Scheme used by nurses to document their actions as they provide nursing service to clients. The order of frequency of occurrence for the four intervention categories is the same for all four agencies: (1) Surveillance; (2) Health Teaching, Guidance, and Counseling; (3) Treatments and Procedures; and (4) Case Management. The ability of the Omaha System to characterize large aggregate populations across different agencies has great potential for future research. Administrators, practitioners, and policymakers can use aggregate data as a basis for exaniing the client case mix and relating that mix to specific nursing diagnoses, interventions, and client outcomes. Furthermore, the cost-effectiveness of such relationships can be evaluated, an action that is of increasing interest to policy makers. Changes in clients' knowledge, behavior, and status outcome ratings between admission and dismissal in such a large sample strongly suggests that home health service does make a difference. In fact, this is the largest documented observational study that has examined clients' knowledge, behavior, and status both before and after nursing intervention.
Home health nurses can and do provide multidimensional and comprehensive services that they can descnbe and quantify. They identify and document client problems specific to the referral reason as well as other problems that they consider priorities. Even 
